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The information provided in 10 per cent of all 
written medical referrals received by a teaching 
hospital physiotherapy outpatient department 
in each of the years 1982 and 1989 was 
systematically analysed to identify any 
demonstrable changes in emphasis. 
Significant between year differences indicated 
fewer referrals containing a diagnosis in 1989 
than in 1982, less emphasis on requests for 
physiotherapy modalities and a significant 
increase in more generalised requests and 
inclusion of aims of treatment. 
These results suggest that greater clinical 
autonomy is expected of physiotherapists by 
medical practitioners in this particular hospital 
setting. The method used in this study could be 
applied in future to monitor referral to 
physiotherapy to examine whetherthese results 
represent a real trend. 
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ORIGINAL ARTICLE 
Changes in medical 
referrals to an outpatient 
physiotherapy department 
Medical referral to physiotherapy has been investigated from 
both quantitative and 
qualitative perspectives. Quantitative 
studies of referral tend to relate to 
determining the provision and 
frequency of utilisation of 
physiotherapy services (Akpala et al 
1988, Brogan 1981, Esposito 1978, 
Goble et al 1979), whereas qualitative 
studies focus on the characteristics or 
quality of the written contents of the 
referral itself. 
Qualitative examination of referral 
information can be used as an indicator 
of professional change. For example, 
the inclusion of a medical diagnosis or 
specific orders by doctors in referrals 
has been used to help explain 
physiotherapy role expansion in the 
health care system (Ritchey et al 1989), 
justify legislation for direct patient 
access to physiotherapy (Clawson 
1989), elucidate doctors' appraisal of 
physiotherapy (Fox and Kirkby 1978, 
Silva et a11981, Stanton et al1985, 
ViIi et al 1984) and describe the work 
of non-hospital-based physiotherapists 
(Dennis 1987, Partridge and Warren 
1977, Scaffardi 1989). 
Inclusion of a medical diagnosis 
varies depending on the setting. Ward 
et al (1978) reported that 80 per cent 
of referrals from five selected hospital 
orthopaedic outpatient clinics 
contained a formal diagnosis. In 
another British study, Scaffardi (1989) 
found that 625 per .cent of referrals by 
general practitioners to community 
physiotherapists contained an accurate 
presenting diagnosis. Clawson (1989) 
in the USA found that 83 percent of 
inpatient referrals and 43 percent of 
outpatient referrals included a medical 
differential diagnosis. 
The manner in which medical 
practitioners write their physiotherapy 
request has been the focus of some of 
these studies. Although it is difficult to 
compare the studies because of 
differences in methodology used, two 
major categories of referral mode, 
prescriptive and non-prescriptive, can 
be identified. Most, but not all, 
referrals can be categorised into one or 
the other mode. Prescriptive requests 
include those which stipulate that the 
treatment is to be that requested 
specifically in the referral by the 
medical practitioner and/or which 
refers to specific techniques or 
protocols. Non-prescriptive referrals 
give responsibility for direction of 
treatment and sometimes diagnosis to 
the physiotherapist. 
Variations in the findings of studies 
of the relative properties of these two 
categories of referral reflect not only 
methodological differences between 
the studies themselves but also 
historical differences relating to the 
profession's evolution in different 
countries. For example, first contact 
practitioner status was possible in 
Australia in 1976 (Galley 1977, 
Twomey and Cole 1985) whereas this 
still is not the case in all states of the 
VSA (Taylor and Donlholdt 1991). 
Therefore, studies of medical referral 
to physiotherapy need to take account 
of historical changes in referral 
patterns. 
The present study was undertaken to 
analyse written medical referrals to 
outpatient physiotherapy services in a 
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teaching hospital setting, within the 
Australian context, using retrospective 
search and content analysis for the 
years 1982 and 1989. The reason for 
the choice of these years was that the 
earliest records available at the time of 
the study were those from 1982 and 
the latest full set of records were those 
from 1989. It was hypothesised that 
the qualitative characteristics of 
medical referrals made in 1989 would 
differ from those in 1982 and that 
referrals in 1989 would reflect greater 
delegation of clinical decision making 
to physiotherapists when compared 
with those of 1982. 
Method 
Sample 
Two hundred and ninety-two written 
medical referrals received by the Royal 
Brisbane Hospital Physiotherapy 
Outpatient Department in 1982 and 
318 from 1989 were analysed. These 
referral groups represented 10 per cent 
systematic random samples of the total 
number of patients' records for each of 
the two years. 
Written referrals were included if 
they were (1) the first referral for each 
patient record (2) dated on or between 
January 1 and December 31 in both 
1982 and 1989 and (3) came from a 
medical source in the hospital. 
Referrals of patients who eventually 
did not attend physiotherapy were also 
included, since only medical referrals, 
not their outcomes, were studied. The 
study excluded referrals which were 
written in the inpatient record charts, 
made verbally, written by a 
physiotherapist or any health 
. professional other than it medical 
practitioner, or sent from a source 
outside the hospital. 
The written referral form used at the 
Royal Brisbane Hospital was a generic 
one common to a variety of services 
including physiotherapy. It had a 
similar format for both 1982 and 1989 
and included space alongside the 
headings (1) Provisional clinical 
diagnosis (2) Request and (3) Remarks, 
for medical practitioners to enter 
information regarding their patient. 
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Instrument and procedure 
FolloWing an initial examination of the 
contents of a random selection of 50 
written referrals, a coding instrument 
was developed in which two (:ategories 
of variables labelled (1) Diagnostic 
-Inclusion and (2) Referral Modes were 
represented. Operational definitions of 
the coding scheme for each of the 
eight measures of these variables were 
generated (Appendix 1). 
Diagnostic Inclusion was defined by 
the presence of information on the 
referral form relating to: 
• a formal diagnosis, labelling the 
disease or condition and/or 
• presenting symptoms and signs, 
and/or . 
• history of the presenting 
complaint and/or 
• past medical history. 
Referral Mode was defined by: 
• body part requiring treatment and/ 
or 
• general modalities and/or 
• specific modalities and/or 
• "physiotherapy please" and/or 
• aims of physiotherapy and/or 
• relaying another doctor's referral 
and/or 
• contraindications and/or 
• continuation of physiotherapy. 
All measures were coded as being 
present or absent on each referral. 
Apanel of four experienced staff 
physiotherapists at the hospital was 
involved in content validation of the 
coding scheme. Only one coder was 
involved in the main data collection 
and intracoder reliability was 
established prior to the main study. 
Coding reliability was examined using 
Krippendorff's agreement coefficient 
(Krippendorff 1980) (Table 1). 
The study was approved by the 
Research Ethics Committee, North 
Brisbane Hospitals Board and the 
Behavioural and Social Sciences 
Ethical Review Committee, The 
University of Queensland. 
Results 
Frequency counts of the 12 variables 
present in the referrals were made. 
Percentages representing the 
proportion of each variable present in 
the 1982 and 1989 samples were 
calculated. Significance of difference 
between proportions was determined 
from 2 x 2 contingency tables and Chi 
square computations with Yates' 
correction for continuity (Table 2). 
The majority of referrals in both 
years included a formal diagnosis, 
though this was significantly more 
likely to be the case in 1982 (87.3 per 
cent) than in 1989 (71.4 per cent) [X2= 
22.3 9, P <0.001]. Similarly, there was 
less likelihood of the referral including 
a history of the present complaint in 
1989 [X2 = 5.02,p <0.05]. 
Major changes had occurred in 
referral modes over the seven years. In 
1989, medical referrals were less likely 
to specify general (11 per cent: 42.5 
per cent) [X2 = 76.5 5, P < 0.001] or 
specific (17.9 per cent: 33.6 per cent) 
(Xl = 18.82,p < 0.001] treatment 
ORIGINAL ARTICLE 
modalities and more likely to ask for 
physiotherapy as a specialist treatment 
in its own right (35.8 per cent: 20.5 
per ceni:) [X2 = 16.74,p <0.001] and to 
indicate what patient outcomes the 
medical practitioner hoped to see as a 
result of treatment (22.3 per cent: 8.2 
p.er cent) [X2 = 21.98, P < 0.001). 
Discussion 
The study demonstrated that there has 
been a change in the content of 
medical referrals to a hospital 
outpatient department between 1982 
and 1989. Caution is necessary when 
interpreting these results, because the 
study isolated only two particular years 
in one decade and made comparisons 
between them. Follow-up stlldies in 
the 1990s will need to be undertaken 
to firmly establish whether the 
differences observed in this study are 
sustained. 
There was a significant decrease in 
the inclusion of a formal diagnosis in 
the referrals made in 1989. The 
presence or absence of a diagnosis in a 
written referral may indicate the extent 
to which medical practitioners regard 
the physiotherapist as a diagnostician. 
Comparisons between the results 
obtained for the years 1982 and 1989 
in this study suggest that greater 
delegation of authority to 
physiotherapists Was occurring by 
1989 than had occurred seven years 
earlier, although the majority of 
referrals still contained a diagnosis. 
Physiotherapists in Australia have 
been able to act as first contact 
practitioners since 1976 (Galley 1977) 
and by implication have been 
responsible for conducting 
independent examinations (usually of 
the musculoskeletal system) to arrive at 
a diagnosis. Acceptance of this practice 
has been slow and to date it has been 
far more apparent in private practice 
than in hospital settings. There may be 
many reasons for this, including the 
effects of government and hospital 
policies as well as the influence of 
more established hospital traditions. 
Private practitioners are usually not so 
constrained. In 1984, physiotherapists 
in private practice in New South 
Wales reported that 88 per cent of 
their patients were referred by medical 
practitioners (McLoghlin and 
Westbrook 1984) but in 1987, 
medically referred patients formed 67 
per cent of the total treated by private 
physiotherapists in Victoria (Dennis 
1987). 
If it is accepted that a key role for 
medical practitioners is one of 
providing a differential diagnosis, 
Dennis' 1987 study would suggest that 
slightly more than 30 per cent of cases 
seen by private practitioners would of 
necessity require that the 
physiotherapist takes on a diagnostic 
role. This figure is similar to that 
reported for 1989 in the present study, 
in which slightly under 30 per cent of 
referrals to a hospital physiotherapy 
outpatient department did not include 
a formal diagnosis. By implication, in 
this 30 per cent of cases, the 
physiotherapist had to diagnose before 
physiotherapy treatment could be 
commented. Inclusion of a medical 
diagnosis may not always be useful in 
-
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guiding treatment in today's 
physiotherapy practice ( May and 
Dennis 1991, Sahrmann 1988). It is 
possible that its absence in 
approximately 30 per cent of medical 
referrals is a dear recognition of this 
fact by medical practitioners 
themselves, although this theory is yet 
to be formally tested. 
However, inclusion of a formal 
diagnosis in 71.4 per cent of medical 
referrals is still high when compared 
with findings reported from the USA. 
Clawson (1989) indicated that a 
differential diagnosis was present in 
only 43 per cent of outpatient referrals., 
This difference could possibly be 
attributed to the very stringent 
operational definition of differential 
diagnosis employed by Clawson (1989) 
although differences in practice 
between the settings studied could also 
account for this discrepancy. The 
Royal Brisbane Hospital is a teaching 
hospital and presumably there is 
pressure on doctors to make a 
diagnosis. 
In the 1990s, casemix based funding 
and classification of patients into 
diagnostic related groups will add to 
this pressure. The present study 
provides a baseline against which to 
monitor these developments. 
Significant differences between the 
years were also found for the manner 
in which doctors wrote their referrals. 
Caution is warranted in accepting 
some of these findings too readily at 
this time, as further studies are 
required relating to content validation 
of the referral mode component of the 
testinstrument. However, the current 
results do suggest possible trends that 
are worth considering in future 
research. Specific details relating to 
modalities and the body part to be 
treated declined, whereas there was an 
increase in more general statements 
such as "physiotherapy please" and 
those relating to the patient outcomes 
to be reached using physiotherapy. 
Further examination of the referrals 
indicated that the proportion of 
referrals containing no referral mode 
characteristics increased from one per 
cent in 1982 to 12.6 per cent in 1989. 
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Partridge and Warren (1977) have 
suggested that the referral modes 
indicate the quality of the medical 
practitioner-physiotherapist 
relationship. A medical practitioner's 
meagre reference to physiotherapy in 
their referral may imply: 
• a mutual understanding and 
acceptance of a particular 
rehabilitation programme between 
the medical practitioner and the 
physiotherapist (Partridge and 
Warren 1977); 
• a deficiency in the medical 
practitioner's knowledge of 
physiotherapy procedures 
(partridge and Warren 1977, 
Stanton et aI1985); 
• a willingness on the part of the 
medical practitioner to allow 
physiotherapists to practise 
autonomously; 
• the referring medical practitioner's 
respect for a particular or eminent 
physiotherapist - usually the Head 
of Department (Gardner and 
McCoppin 1989, Hart et aI1990); 
and 
• a high level of collegiality between 
the medical practitioner and the 
physiotherapist (Silva et a11981, 
Stanton et al 1985, Uili et al 1984). 
It is not within the scope of this study 
to determine which of these factors 
might be responsible for the 
differences observed between 1982 and 
1989. Allor any of these factors in 
combination might provide an 
explanation and offer further 
opportunities for research. 
Other factors which may have 
influenced these results include a 
leadership change in the Physiotherapy 
Department at the Royal Brisbane 
Hospital in 1984 (North Brisbane 
Hospitals Board 1984). A Head of 
Department who advocatesdinical 
autonomy will attract referrals that 
reflect this desire (Gardner and 
McCoppin 1989) so the contribution 
of strong leadership cannot be 
underestimated. Future studies may 
look into the attitudes of 
physiotherapists in leadership positions 
towards issues such as professional 
independence and involvement in 
power sharing with medical personnel. 
The use of content analysis of 
existing medical records in this study 
has provided meaningful and objective 
information. The strength of content 
analysis is in its cost effectiveness, 
unobtrusiveness and ability to detect 
changes that occur over a long period 
of time (Berg 1989, Weber 1990). 
Physiotherapy is undergoing change 
and archival search and content . 
analysis provides an objective method 
of monitoring such change. 
The results obtained in this study 
cannot be generalised to other settings 
such as private practice but they do 
suggest that a change is occurring in 
referring requests to physiotherapy. 
Although a definite trend cannot be 
determined yet because only two sets 
of figures have been examined so far, 
these results appear promising. Further 
studies which monitor trends and 
examine reasons for these changes.such 
as medical practitioners' perceptions of 
physiotherapists and attitudes towards 
referral to physiotherapy are required 
so that interprofessional co-operation 
can be further enhanced. 
Conclusion 
A content analysis of written medical 
referrals to a hospital outpatient 
physiotherapy department for the years 
1982 and 1989 has revealed .differences 
which suggest that there may he a 
trend towards an expectation of greater 
clinical autonomy and clinical . 
decision-making responsibility for 
physiotherapists. Further studies in the 
same as well as in a wider range of 
clinical settings are indicated to 
confirm whether this is the trend and 
to monitor other changes. 
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